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Chronic Illness and Socio-Economic Status 


By P. S. Lawrence, Chief of Familial Studies Section, 
Public Health Service * 


An illness survey was conducted in Hagerstown, Md., in 1943 on 
white families that had been subjects of a comprehensive study during 
a 3-year period from 1921 to 1924. The resurvey was undertaken to 
furnish information on the relationship between health status, familial 
and socio-economic characteristics recorded in 1921-24, and the 
subSequent record of sickness and mortality. This report presents 
data on chronic diseases in families and in individuals, in relation to 
economic status at the time of each survey, and change in status 
during the 20-year span. 


Material 


The basic material used in this paper has been described by Ciocco 
(1). Of 1,822 families which participated in the original survey, 
contact was made with one or more members of 1,628 families in 1943. 
The present data do not include families which were untraced in 1943. 
The following are also excluded from this report: (a) Families in 
which ages were unknown or unrecorded; (6) families which were 
“broken” in 1923 through death or separation of husband or wife, or 
which were not true families, but only groups of persons with no 
definite household head; (c) families which were observed for less 
than 12 months in the original survey. 

Exchiding these groups leaves 1,310 families that were under 
observation for 12-36 months in 1921-24 and consisted of husband, 
wife, and children, all of known ages. 

The 1943 survey revealed that 228 of these 1,310 families were no 
longer intact—either both parents were dead or information on a 
surviving parent could not be obtained. These families are neces- 
sarily excluded from the tabulations which are based on knowledge of 


1 From the Division of Public Health Methods, Hagerstown, Md, 
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socio-economic status of the family in 1943. Among the remaining 
1,082 families, there were 72 in which one of the parents had died of a 
nonchronic disease during the 20-year period. Since any conclusions 
regarding interrelationships between chronic illness and _ socio- 
economic status might be biased by the inclusion of persons who died 
from nonchronic causes, the 72 families in which such deaths had 
occurred are excluded from the tables which are based upon the 
resurvey data.? In substance, in 1943 there were 1,010 families of 
known socio-economic status which were unaffected by death from 
nonchronic causes and in which at least one of the parents was alive. 

Evaluation of socio-economic status—When the preliminary canvass 
was made in Hagerstown in the autumn of 1921, each household was 
classified according to economic status. The classification was dis- 
cussed and checked by members of the statistical staff, who personally 
visited the households. 

As stated by Sydenstricker, the families were roughly classified into 
five categories, “well-to-do,” “comfortable,” ‘‘moderate,” “poor,” 
and “very poor.” Since the range of income included the richest as 
well as the poorest families in town, the classification was deemed 
accurate enough for broad distinctions (2). At the same time, other 
observations were made which further defined and described the 
categories used. These findings included data on persons per room, 
sanitary conditions, type of excreta disposal, and general type and 
amount of milk supply. 

The following tabulation shows the percentage of households in 
each economic group in the total 1923-survey populations reported 
upon by Sydenstricker. The corresponding figures for the 1,310 
families included in this study reveal that selection of complete 
families has not affected the distribution of families by economic 
status. 





| 
Total 1923 | 1 310 selected | 1,010 fami- 





Socio-economic status population | families, 1923| lies, 1943 
TESS I EELE EE EO EET 2.0 23 4.7 
Comfortable__________- ae en eee 10. 1 8.9 12.2 
tn ee etna inane 47.3 47.5 62. 9 
Ne ee es bere nim aaiaale 38. 0 37. 7 19.1 
ct height lots deiner acticin dug cbinmihaeitinia 2. 7 3. 9 1.2 














? The 72 families excluded because of deaths from nonchronie causes differ only slightly from the included 
families. There were 45.8 percent of the 72 excluded families and 41.6 percent of the 1,310 included families 
in the “‘poor” and “‘very poor’’ economic groups in 1923. Similarly, 25 percent of the excluded families and 
21.3 percent of the included families were in these two economic groups in 1943. No appreciable differences 
in age composition exist. Chronic illness was present in 1923 in 52.8 percent of the excluded families and in 
55.0 percent of the included families. 
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In evaluating economic status in 1943 the families were classified 
according to the same categories used in the earlier survey. Elements 
in the evaluation were location, conditions, and taxable value of the 
dwelling and place and type of employment. Actual family income 
was not obtained. It appears from the above tabulation that, with 
due regard for differences in judgment in assigning socio-economic 
ratings during the two surveys, these families were in better socio- 
economic circumstances in 1943 than they were in 1923. This change 
is probably a reflection not only of a general improvement in economic 
circumstances throughout the community, but also of an improve- 
ment in this specific sample due to the aging of the group and em- 
ployment of children still residing in the household. 

Change in economic status from 1923 to 1943 was recorded only in 
three categories, “improved,” “same,” and “reduced.” These 
changes are not solely dependent upon the differences between eco- 
nomic ratings of 1923 and 1943, but were recorded independently 
when the family was visited in the second survey. The interviewer 
had the original data at hand and based the conclusion upon a 
comparison between the conditions previously recorded and those 
observed. Fine distinctions were of course impossible, hence an im- 
proved or reduced classification represents a gross change, and a consid- 
erable range of changes is actually embodied within the classification 
“same.”’ Out of 1,010 families, 14.5 percent were recorded as having an 
improved status, 80.9 the same, and 4.6 reduced. 

Chronic illness—During the 1923 survey interviewers visited each 
household at intervals of 6 weeks to 2 months, obtaining records of 
ilmess during the interval. To assure complete reporting of cases 
of chronic disease, this paper includes only families observed for 12 
months or longer. If no one in the family was recorded as having had 
an attack of chronic illness during the entire period of observation, 
that family or person is considered in this paper as having been free 
of chronic illness in 1923. 

Illnesses in the 1943 canvass were recorded by cause of illness ac- 
cording to the knowledge of the respondent and were classified as 
chronic on the basis of the nature of the disease in the same manner as 
in the 1921-24 survey. The terms “ill” or ‘weil’ are used in the text 
and tables of this paper to mean with or without chronic disease. 
Causes of chronic illness are listed by broad groupings in the second 
report based on these data (3). For persons who died or were interred 
in Washington County, information as to date and cause of death was 
verified by death certificates. 
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Chronic Illness and Socio-Economic Status in Families 


Prevalence of chronic illness—Table 1 shows, according to economic 
class in the 1921-24 survey, the number and percentage of families 
in which one or more persons had an attack of chronic illness while 
under observation. The crude rates show an increase in prevalence 
from 33.3 percent for the highest economic class to 66.7 percent for 
the lowest. This table also shows the expected percentage ill and the 
rates adjusted for age and family size. In this and subsequent tables 
concerning families (except table 5), the “expected” percentages ill 


TaB_e 1. Prevalence of chronic illness in families, according to socio-economic status. 


Number Percent ill 
Socio-economic status | _ — TD 
Total Well Ill Observed Expected! Adjusted ? 
Total...... ; canal 1,310 | 590 720 | 55.0 55.0 55.0 
Well-to-do | 27 18 9 33.3 56.6 7.7 
Comfortable _--__- 116 63 53 45.7 56.8 47.3 
Moderate__-____- 622 280 | 342 55.0 54.7 55.0 
Poor......-_. 494 212 | 232| 57.1 54.7 | 7.7 
Very poor | 51 | 17 | 34 66.7 56.3 | 61.3 


! Rates that would prevail if chronic illness and socio-economic status were unassociated. _ 
2 Rates that would prevail if there were no age or family-size differences in the groups considered. 


are obtained by applying the age and family-size specific rates for the 
total population of the sample to the age and family-size distribution 
within each socio-economic class. The ‘‘expected’”’ numbers of families 
with chronic illness thus obtained are summed within each class 
and divided by the appropriate total. The resulting ‘expected”’ rates 
of this paper are, therefore, the percentage ill that would be expected if 
chronic illness and the socio-economic characteristic were unrelated. 
In computing the adjusted rates shown in the final columns, the age of 
father and family-size distribution of the total population of the sample 
is used as the standard.* The adjusted rates, or percentages, are the 
figures that would prevail if there were no age or family-size differences 
among the socio-economic groups considered. 

In table 1, the observed increase in prevalence of chronic disease 
with successively poorer economic status is statistically significant. 
When the differences between the observed rates and the expected 
rates are examined by means of a chi-square test, it is found that 
differences as great as these could have arisen by chance alone less 
than one time in 100 population samples of the same size as the one in 
this table. Since a probability of chance occurrence of less than 0.01 


8’ Throughout this report the age and family size or age and sex adjustments have been made according 
to the direct method described by Pear] (4) as “‘adjusted death-rates (B).’’ 
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is very small, it is assumed that the differences between the observed 
and expected figures are true differences resulting from variations in 
soelo-economic status. 

The relationship observed for 1923 also holds true in 1943, as may 
be seen in table 2. In the higher socio-economic categories the 
observed prevalence rates are less than the expected, while in the 
poorer categories the rates are higher than expected. These differ- 
ences yield a probability of chance occurrence of 0.06. Although a 
probability of 0.05 or less is a usual criterion for statistical significance, 
supporting data from other studies indicate that the relationship 


TABLE 2. Prevalence of chronic illness in families, according to socio-economic status, 


1943 * 


Number | Percent ill 


Socio-economic status ‘IEE Gee GE ee $$$ 

Total Well Ill | Observed Expected '| Adjusted ? 

Total a Ee eT eee 1,010 585 425 42.1 | 42.1 42.1 
ee ee 47 | 32 15 31.9 44.2 29.3 
Comfortable. _-____--- pinisirndia 123 | 74 49 39.8 44.6 39.8 
Moderate. ____- sivtohdu as Seedel 635 | 374 | 261 41.1 41.8 41.1 
Poor néenene ; ; 193 | 99 | 94 | 48.7 41.0 50.6 
Very DO0P.. < ..--cca<<s ‘ eae 12 6 | 6 | 50.0 41.9 44.0 


! Rates that would prevail if chronic illness and socio-economic status were unassociated. 

? Rates that would prevail if there were no age or family-size differences in the groups considered. 
observed in this table is real. It should be noted that the family 
prevalence rates of table 2 are useful for comparisons among socio- 
economic classes in this sample, but are not representative of the rates 
that would be obtained for the population in general. This sample 
is composed of families in which, by 1943, there had been a consid- 
erable reduction in family size, a large proportion had only one sur- 
viving parent, and all persons were over 20 years of age. 

The relationship between chronic illness and economic status has 
been previously shown. Bigelow and Lombard demonstrated this 
association in their Massachusetts study (5). In a 1931 survey of 
persons over 40 years of age, those in “comfortable’’ circumstances had 
a chronic illness rate of 255 per 1,000; in “high moderate,’’ 270; in 
“low moderate,’ 305; and among the “poor,” 412. For persons on 
relief the rate was 514 per 1,000. There was chronic illness in 62.3 
percent of the families on relief. Figures based upon the National 
Health Survey, 1935-36, revealed that the percentage of disability 
from chronic disease on the day of visit was 4.8 for persons on relief, 
2.7 for persons not on relief but with family incomes of less than $1,000, 
and 1.8 for persons with family incomes of $1,000 to $1,500 (6). 
Another National Health Survey report showed that the frequency of 
chronic disease disability lasting a week or longer during a 12-month 
period was almost twice as high for members of relief families as 
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among those in better economic circumstances; for other persons with 
family incomes of less than $1,000 the frequency was one and one-half 
times as high as among those in better economic circumstances (7). 

Although there is little doubt as to the inverse relationship between 
socio-economic status and the prevalence of chronic illness, the static 
nature of data from a single survey precludes estimation of the extent 
to which low socio-economic circumstances may cause, or result from, 
chronic disease. It is hoped that by a new approach, introduction of 
the time element, information may be furnished concerning the dy- 
namics of the observed association. 

Table 3 reveals that one or more persons had chronic illness in 1943, 
or had died from chronic disease between 1923 and 1943, in 91.5 per- 
cent of the families that had a reduction in socio-economic status 
between the two surveys. The rate was 64.1 percent for families whose 
status remained the same and 45.2 for those with improved status. 
Adjustment for age and family size does not alter substantially the 
crude figures. When compared with the expected figures, the ob- 
served percentages are found to differ by a statistically significent 
amount, the value of P being less than .01. The marked difference 
between the reduced and improved categories demonstrates the dy- 
namic nature of the chronic disease problem. 


TABLE 3. Proportion of families in which one or more persons were ill or dead from 
chronic disease in 1943, according to change in socio-economic status, 1923-43 





Number, 1943 Percent ill or dead, 1943 





Change in socio-economic status, 
1923-43 , Ill or 
Total Well Observed! Expected ! | Adjusted ? 











dead 
| ES a ornare mace 1,010 377 633 62.7 62.7 62.7 
EEL INADA OO CO I 47 4 43 91.5 64.0 87.2 
eee FEED, 817 293 524 64.1 63.2 63.6 
See ees 146 80 66 45.2 #9. 5 44.2 




















' Rates that would prevail if chronic illness and socio-economic status were unassociated. 
2 Rates that would prevail if there were no age or family-size differences in the groups considered. 


Socio-economic status as a factor affecting chronic illness—In order 
to clarify the relationship between socio-economic status and the sub- 
sequent record of chronic illness, table 4 presents data on families 
which were free of chronic disease during the 1921-24 survey and had 
the same socio-economic status in 1943 as in 1923. The attempt is 
thus made to reduce the possibility that modification of chronic disease 
incidence may have resulted primarily from an improved or reduced 
economic status subsequent to the 1923 observations. Even so, this 
factor may not be entirely eliminated. As previously stated, the 
category “‘same’’ includes all except gross changes in socio-economic 
status. Furthermore, a family may, for example, have had a change 




















22% 
NwOr 











1513 November 19, 1948 


TaBLe 4. Proportion of families in which one or more persons were ill or dead from 
chronic disease in 1943 among families which were free of chronic disease in 1923, 
according to socio-economic status in 1923 























Number, 1943 Percent ill or dead, 1943 

Socio-economic status, 1923 

Total Well Tilor | Observed Expected !| Adjusted? 
dead 

Dis idnsn str da meine Gacdimcsasen 431 159 272 63.1 63. 1 63.1 
. | SS eee ea! 13 4 9 69. 2 69.9 56.4 
SG rier Ie 55 19 36 65. 5 68. 1 59.5 
SRR ESE A IRE SE I 224 88 36 60.7 63.1 62.4 
OM Oe mae 132 45 7 65.9 60. | 68.6 
ASS aS 7 3 4 57.1 70.3 30. 2 

















! Rates that would prevail if chronic illness and socio-economic status were unassociated. 
? Rates that would prevail if there were no age or family-size differences in the groups considered. 


in status shortly after the 1923 survey and reverted to approximately 
the same status shortly before the 1943 canvass. The data do not 
give a record of changes during the 20-year period. 

This lack of interim data is true also of chronic illnesses. It is 
quite possible that a person who was well in 1923 could have developed 
a chronic ailment during the interval, and yet by 1943 have recovered, 
become accustomed to the disability, or otherwise felt so well that he 
did not report any ailment. Such conditions may have occurred to 
approximately the same degree within the several socio-economic 
groups of 1923, and hence should result in an over-all error, rather 
than a bias in favor of any particular economic class. However, it is 
well to keep in mind these limitations of the data. Table 4 includes 
families in which one or both parents, though well in 1923, had died 
of chronic disease by 1943. The dead must be included if the effect 
of socio-economic status on the occurrence of chronic illness is to be 
evaluated properly. 

Although possibly ‘containing some error due.to lack of interim 
data, by and large table 4 presents the incidence or rate of appearance 
of new cases of chronic illness from 1923 to 1943 according to socio- 
economic status of the family. With due consideration for differences 
in age, family size, and the size of the sample, differences in the 
proportions of families;which developed chronic illness should be 
indicative of the effects of differences in socio-economic status. 

Rates in table 4 adjusted for age and family size show an upward 
trend from an incidence of 56.4 percent for the well-to-do to 68.6 
percept for the poor. This association may also be seen in the differ- 
ences between the observed and expected figures. However, these 
differences are not large and are of an order which yields 4 probability 
of chance occurrence of about 0.55. Because of the small number of 
cases in the “‘very poor’ category, no significance can be attached to 
the figures in this group. Combining very poor with poor yields the 

809188—48——2 
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same probability of chance occurrence. It is apparent that the as- 
sociation found in this table is not of as high an order as is found in 
the preceding tables, and that, judging from this sample, socio- 
economic status in itself does not seem to play an important part in 
the chances of developing chronic disease. 

Chronic illness in the family as a factor in changed socio-economic 
status—The percentage of families which had a reduced, unchanged, 
or improved status is shown in table 5 according to history of chronic 
illness in 1923 and in 1943. Families in which there was a death from 
chronic disease during the interval are included. None of the families 


Tasie 5. Proportion of families in each category of change in socio-economic status, 
according to history of chronic illness in 1923 and 1943 











: : . 
A B | Cc D 
PROT ty ME a5 RG BTN eNEED Bree omnia 
| Well in 1923; | Well in 1923; illness | _ III in 1923; well Tl] in 1923; illmess 
| wellin 1943 | or death 1943 \ in 1943 or death 1943 
Change in socio- | es vee “a eke 
economic status Percent | Percent Percent } } Percent 
ea tee po ie = me Pe Ny Fics ~ pam 
a na ee of oe’ sieais 
Ae = > - | € x > _ Se | x > ; = = 7 
. > 2 ae : = S$ x > $ = | & >| s S$ 
io tia is = . S | & - ~ w% — -« i oi 8 
(eaisgizZz2et & % RBisenigisiaists 2 e-ee 
>| <2 a=) - <= x | oc = s x c = Sixies 
Z/O;}/</4/O0/M@8/4 /4/O0}/@8/<4)/242/;0)]8]/ < 
a 215/100. 0 100.0 262 100. 1100.0 100.0, 162 100.0 100.0 100.0 371,100. 0 100. 0 100, 0 
Reduced ............. 0 0.0 0.0 24; 9.2) 0.0 92 4,25 60 2.5), 19 51 0.0 5&5 
atin knsacniangel 160 74.4 78.4 214 81.7 79.2 81.3, 133 82.1 75.8 80.6) 310 83.6 81.3 83.0 


prered............- 55, 25.6 21.6 24; 9.2 20.8 9.5 25, 15.4 24.2 16.9 42, 11.3 18.7, 11.5 





! Percentages that would be expected if this group had had no chronic illnesses. 

2 Percentages that would prevail if there were no age or family-size differences in the groups considered. 
which were unaffected by chronic illness in 1923 and remained un- 
affected had a reduced socio-economic status. Of the 215 families 
in this group, 21.6 percent (adjusted for age and family size) had an 
improved status and the balance remained the same. These per- 
centages are undoubtedly influenced by the generally high economic 
level of the war years, but this factor applies to all groups. This 
point will be discussed further in a subsequent section. The propor- 
tions in section A may, for comparative purposes, be considered as 
representative of the expected changes in socio-economic status of 
families free of the impact of chronic disease. For this reason, ex- 
pected percentages of sections B, C, and D of table 5 are based upon 
the observed figures of section A, and therefore differ from the ob- 
served percentages of A only because of variations in the age and 
family-size structure of the groups. 

Section B of this table is composed of families which were well in 
1923 but which were reported as having illness or death from chronic 
disease at the 1943 survey. Over 9 percent of these families had a 
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reduction in economic status, while the percentage with an improved 
status was less than half of that which would be expected of families 
which suffered no chronic illness. Some of the families in section B 
may have had a reduction in status between 1923 and the time of 
occurrence of illness or death. Thus the differences between observed 
and expected figures in this section may not be solely a result of 
chronic disease. 

However, this would not be true of the families included in section 
D, for among these families there was chronic illness prior to the 
change in economic status. The differences between observed and 
expected percentages in section D may actually be an underevaluation 
of the effect of chronic illness on economic status. Some of these 
families, in which there was illness in 1923, may have suffered a reduc- 
tion in status prior to the initial survey and, having already financially 
accommodated themselves, had no further gross change in status 
between 1923 and 1943. 

From these considerations it appears that the percentage of families 
in which there was reduction in economic status following chronic 
illness or death lies between 5.5 and 9.2, the limits indicated by the 
adjusted figures of sections D and B, respectively. Similarly, 
between 9.5 and 11.5 percent of the families with illness or death 
improved their economic status as compared with 21.6 percent of 
families which remained well. The observed percentages of sections 
B and D are both significantly different from the expected figures 
based on section A. In testing significance, ‘‘reduced’’ was combined 
with “‘same’’ because the zero percentage would yield no expected 
cases in the reduced catagory. 

The observed percentages in section C also differ significantly from 
the expected, although the differences are not as great as for families 
in which illness or death was reported in the 1943 survey. The figures 
in this section indicate that families in which the ill members had 
recovered, had become accustomed to, or at least no longer com- 
plained of chronic illness, showed more improvement in economic 
status during the 20-year span, than families in which illness developed 
or continued. However, they showed less improvement than those 
which remained entirely free of disease. 


Chronic Illness and Socio-Economic Status of Individuals 


The families traced in 1943 originally contained 7,239 persons. 
There were 5,622 members of the 1,310 families that were unbroken, 
of known ages, and observed for more than 12 months in 1923. Dur- 
ing the 20-year period ended in 1943 many children left the original 
households. Consequently their economic status in 1943, even when 
known, referred to family units other than those of which they were 
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members in 1923. Such information was therefore of doubtful value 
for the determination of the relationship of socio-economic status to 
chronic illness. At the time of the resurvey there were then 2,483 
individuals still alive and still members of an original family group 
in which at least one of the parents remained alive in 1943. Figures 
concerning the economic status of individuals in 1943 include only 
these persons. 

Table 6 shows the age and sex adjusted prevalence rates by socio- 
economic status of 5,622 persons in 1923 and 2,483 persons in 1943. 


TABLE 6. Prevalence of chronic illness among individuals, according to socio-economic 


status in 1923 and 1943 





Adjusted percent ill ! 





Socio-economic status 





1923 1943 
Total KieedeseGes moss sabes ec a als lai einai biitibnnmila’ 18.8 24.2 
Well-to-do a ee a eae RS 9 FE re flier 4.7 | 15.3 
Comfortable OE EI SR Co ae 14.8 | 20. 2 
Moderate... -- ; Liiectaiacnivda pion ian d arhlid iain ates demote hain 18. 4 | 23. 2 
. —e nkinee pal ahaeeeeeinndnibke verse Gutuepicanacaaiinial 19. 6 | 33.3 
Very poor- -....-. sana piticisiitnced extakanie ah ceeusorenwbeaecddnn 23.0 | 32.8 








1 Rates that would prevail if there were no age or sex differences in the groups considered. 





In each survey the prevalence of chronic disease increases with poorer 
socio-economic status. There is, in general, increased prevalence in 
the 1943 data because the population is 20 years older. Chi-square 
tests reveal that both for 1923 and 1943, after adjustment for age 
and sex variations in the several socio-economic classes, the increase 
in prevalence with successively poorer status is statistically significant. 
These findings are in agreement with the figures presented where the 
family was used as the unit of observation. Individual and family 
results are compared in a later section. 

The percentages of persons ill or dead from chronic disease in 1943, 
according to change in socio-economic status from 1923 to 1943 are: 
among individuals with reduced status, 40.9; same status, 25.1; 
improved status, 13.9. This relationship is statistically significant. 
These age and sex adjusted figures are based upon a population of 
2,483 persons. 

Table 7 shows the observed, expected, and age-sex adjusted percent- 
ages of persons who were ill or dead from chronic disease in 1943, 
among persons who were well at the time of the first survey. All these 
persons, numbering 2,040, had the same socio-economic status in 1943 
or presumably at the time of death as in 1923. Granting possibili- 
ties of error already discussed in connection with table 4, it is probable 
that whatever variations exist in the rates of occurrence of chronic 
illness,and death are attributable to differences in socio-economic 
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status. The crude rates of illness and death in table 7 show a slight 
decrease from 40.4 percent for the ‘‘well-to-do” to 35.7 percent for 
the ‘‘very poor.’’ Other columns of this table reveal that this de- 
crease is artificial, being caused by differences in the age and sex 
composition of the several groups. Actually, the percentage who 
died or became chronically ill in the three highest socio-economic 
categories is somewhat less than the expected; and in the two lowest 
categories it is somewhat greater than expected. 

When tested for the probability that these differences may have 
arisen by chance, it is found that chi-square equals 10.22 and the 


TaBLe 7. Proportion of persons ill or dead from chronic disease in 1943 among persons 
who uere free of chronic disease in 1923, according to socio-economic status in 1923 











Percent ill or dead, 1943 


Socio-economic status, 1923 a 
Observed | Expected !| Adjusted 2 























ye ee Le ae ee a ee ere 36.8 36.8 36.8 
Weil-to-do- 40.4 44.7 32.5 
Comfortable _ _- 39.5 44.5 32.9 
paegerate............. 36.4 38.3 35.0 
| SEER Ee re ey eS Se ee 36. 6 32.2 41.8 
Very poor nae atch dicing ing rien ledge ~anneappbeeenpel seas tiaiiaatd Sileded 35.7 32.8 32.8 





! Rates that would prevail if chronic ‘lness and socio-economic status were unassociated. 
2 Rates that would prevail if there were no age or sex differences in the groups considered. 


value of P is approximately 0.04. If it be accepted that a probability 
of 5 in 100 is significant, then the deviations from the expected rates 
are probably not due to chance fluctuations. The differences between 
the observed and expected numbers in the “poor” group contribute 
to over half of the total value of chi-square given above. Compari- 
sons among the other groups reveal no differences that could not 
have arisen by chance according to the usual methods of interpreting 
significance tests. Here, as in the figures based on families, it ap- 
pears that socio-economic status is a factor of small importance in 
the development of chronic disease. 

The observed and the age and sex adjusted percentages of persons 
whose socio-economic status changed is shown in table 8, according to 
presence or absence of chronic illness in 1923 and 1943. There are 
1,596 persons included in section A, 425 in section B, 286 in C, and 
176 in D. Almost the same pattern may be seen in this table as was 
observed for families in table 5. On the basis of the adjusted figures, 
6.8 percent of the persons who became ill, and 5.9 percent of those who 
remained ill, had a reduction in economic status as compared to 2.5 
percent among persons who remained free of chronic disease. When 
chi-squares were computed in the same manner as for the family data, 
it was found that the socio-economic changes of groups B and D 
differed significantly from the changes expected in a well population. 
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It will be noted that the adjusted percentages for persons who were 
ill in 1923 but who were reportedly well in 1943 are higher both in 
the “reduced”’ category and in the “improved” category than the 
corresponding percentages among persons who had no illness in either 
survey. This is true of the observed and expected figures computed 
for section C, but the differences are not statistically significant. 
There may be some suggestions from the high percentage in the 
“improved” category that cure or rehabilitation (possibly psycholog- 
ical) of the chronically ill led to the improvement of their socio-eco- 
nomic position. . 


TaBLe 8. Percentage of persons in each category of change in socio-economic status 
according to history of chronic illness in 1923 and 1943 
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1 Rates that would prevail if there were no age o. sex differences in the groups considered. 


Discussion 


It is apparent that when chronic illness and socio-economic status 
are investigated from the standpoint of either the individual or the 
family one finds that an inverse relationship exists. Yet it is doubtful 
that one could obtain a true account of the economic aspects of the 
impact of chronic disease upon the population through a study based 
solely on individuals, for illness affects the status not only of the ill 
person, but also of every member of his family. Thus considering the 
1923 figures, which contain persons of all ages, 18.8 percent of the 
individuals were affected by chronic disease, whereas 55.0 percent of 
the families were so affected. From these observations it may be 
concluded that a clearer view of the magnitude of public health or wel- 
fare problems is obtained when they are measured in terms of families 
rather than of individuals. 

It is known that unfavorable economic circumstances make difficult 
the arrest of certain chronic illnesses, because of the need for constant 
medication, proper food or diet, favorable working conditions, or 
sufficient rest. But the number of chronic diseases for which it has 
been shown that poor economic and environmental circumstances 
play a part in causing the illness is limited, and these, with the excep- 
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tion of tuberculosis, are of low prevalence save in certain geographic 
sectors. Though tuberculosis is included among the diseases in this 
report, a study of these cases reveals that their exclusion from tables 
4 and 7 would alter little the figures shown. These figures, for 
families and for individuals, indicate that socio-economic differences 
probably have an effect on the occurrence of chronic illnesses, but 
that the association is not of great magnitude and, in the case of 
families, is not statistically significant. 

Information as to the extent to which lowered economic welfare is 
related to, and may cause, illness is given in a study by Perrott and 
Collins (8). This survey of 10 localities included all types of illnesses 
and accidents within 3 months of the interview, these ailments being 
classified as to whether they were disabling or nondisabling and further 
as to whether the onset was during the 3-month period or before that 
period. The latter group included diseases of a more or less chronic 
nature. Persons who dropped from a comfortable economic status in 
1929 to a poor status in 1932 had a disabling illness rate of 174 per 
1,000 for the 3-month survey period as compared with a rate of 120 
per 1,000 for persons who remained in comfortable circumstances from 
1929 through 1932. The rates for disabling diseases with onset prior 
to the survey period were, respectively, 53 per 1,000 and 30 per 1,000. 
Since the sickness rates were higher among families that suffered the 
greatest change in standard of living, and since the excess in illness 
existed among children as well as among adults, it was concluded that 
the inco ne loss had a part in causing these higher sickness rates in 
1933. 

The social and economic strains imposed by chronic illness in the 
family are well known and have been discussed by Boas (9). In addi- 
tion to physicians’ and nurses’ bills, medicines, and special foods, the 
family often suffers loss or reduction of income, costs for household 
help, or costs for care of children. Such expenses place a severe burden 
not only on the poor but also on families in comfortable circumstances. 
Evidence of the extent to which chronic disease may impair socio- 
economic status is shown in tables 5 and 8. Again the value of em- 
ploying the family, rather than the individual, as the unit of study 
may be seen. There were 40 individuals who, though well in 1923 and 
well in 1943, had a reduced economic status in the later period. But 
it is evident from the absence of families in the corresponding category 
of table 5 that all these 40 persons were members of families in which 
chronic illness occurred. 

About 10 percent of the families with illness improved their status 
in spite of the chronic disease, as compared with approximately 20 
percent showing improvement among families free of disease. It is 
difficult to assess the extent to which the high level of employment 
and economic conditions of this area in 1943 may have influenced 
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these figures. However, it is known that persons previously “‘unem- 
ployable” because of chronic disease or impairment were full-time or 
part-time employees during the war years. Many of these persons 
were exempted from military service because of their disability. 
Further, large numbers of women whose husbands or fathers were 
dead or disabled, and who previously had little income, were fully 
employed at good wages in 1943. Hence it is quite possible that, 
although the economic status of the general population improved 
during the war, families in which there existed chronic illness had a 
relatively greater economic improvement. If this is true, the figures 
shown in this report present a modest picture of the influence that 
chronic illness would have on change in socio-economic status during 
“‘normal”’ times. 


Summary 


This report is based upon 1,310 families and 5,622 persons surveyed 
in 1923, and 1,010 families and 2,483 persons resurveyed in 1943. 
These families were classified into five socio-economic groups in each 
of the two surveys, and the gross change in socio-economic status 
between the two periods was recorded. Information concerning 
chronic illnesses in the family was recorded in 1923 and again in 1943, 
along with deaths from chronic diseases during the 20-year span. 
Analysis of these data reveals: 

1. For families and for persons the prevalence of chronic diseases 
progressively increased from the “well-to-do” to the “‘very poor’ in 
1923 and also in 1943. 

2. Families which had a reduction in sociv-economic status between 
1923 and 1943 had an adjusted chronic disease rate in 1943 of 87.2 
percent, almost twice as high as the rate for families with an 
“improved” status. 

3. Among families which were free of chronic illness in 1923, those 
which were in favorable socio-economic circumstances in 1923 and 
remained in favorable circumstances developed chronic diseases at a 
rate which was only slightly lower than the computed expected rate. 
Families which were poor in 1923, and remained poor, developed 
chronic illnesses at a rate slightly above the expected. For families, 
the differences between observed and expected figures are without 
statistical significance. When individuals are used as the unit of 
observation, the trend is the same as for family units, but the dif- 
ferences, though small, are probably outside the limits of chance 
variation. It is concluded that socio-economic status is a factor, but 
of only slight importance, in the chances of occurrence of chronic 
illness in this population. 
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4. Chronic disease is a more significant factor in causing reduced 
socio-economic status. Of the families in which there was no chronic 
illness in 1923 or in 1943, none had a reduction in status and 21.6 
percent showed an improvement. Of those families which had no 
chronic illness in 1923 but which in 1943 reported illness or death from 
chronic disease, 9.2 percent suffered a gross reduction in status while 
9.5 percent “improved.” Among families in which chronic illness 
existed in 1923 and in which there was reported chronic illness or 
death in 1943, there were 5.5 percent with “reduced” status and 11.5 
percent “improved.’”’ The same picture is presented when the material 
is studied for individuals, but the differences between the percentages 
for the well population and for the chronically ill populations are not 
as marked as in the case of families. This results from the fact that 
2.4 percent of the well persons in this study had a reduction in status, 
but all these persons were members of families in which chronic illness 
occurred. 
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Leprosy: Factors in Public Health Management 


By G. W. McCoy, M. D.! 


The intelligent management of the public health program of leprosy 
in the United States calls for consideration of a new approach to the 
matter of isolating victims of the disease. We hope that by now the 
routine control procedure—isolation of all cases of leprosy regardless 
of the possibility that some patients may not be a menace to their asso- 
ciates—has been discarded. ‘This indiscriminate manner of dealing 
with this disease can be dropped without regret, as there is no substan- 
tial evidence that it aided in controlling the infection. The use of the 
newer and more promising therapeutic agents for which we are in- 
debted to G. H. Faget,’ and his associates prompts the adoption of 
newer procedures that will bring cases under observation earlier in 
the course of the disease when the results of treatment ought to be 
more favorable. The clinical staff at the National Leprosarium at 
Carville deserves great credit for the patient, intelligent way in which 
the treatment of leprosy cases has been pursued. 

Without attaching significance to the order in which the factors in 
this problem are discussed here, it may be advisable to consider 
the following: 

Clinical types in relation to communicability—Students of leprosy 
generally believe that only the lepromatous, or nodular form is likely 
to be a source of infection and that the neural or anaesthetic type is of 
minor importance on this point. The mixed form, which presents 
manifestations of the lepromatous and neural types, is regarded as of 
the same order of communicability as the lepromatous. Many cases 
of both types, either spontaneously or as a result of therapy, reach a 
condition of apparent recovery, or arrest, often with great deformity, 
and should not be regarded as a source of infection. Spontaneous 
arrest or recovery probably happens more frequently, particularly in 
children, with the neural type than with the lepromatous. If a 
diagnosis of leprosy cannot be made when the case comes under 
observation, it should be regarded as free from the risk of trans- 
mitting the disease. The possibility of relapse in arrested cases 
must always be remembered. 

The evidence ‘for regarding neural and anaesthetic cases as rela- 
tively free from danger of transmitting the disease is somewhat 


1 Medical Director, Retired, Public Health Service. 
2 Faget, G. H., M. D., Erickson, P. T., M. D. Chemotherapy of Leprosy. J. A. M. A. 136: 451 (1947) 
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conflicting. We have had so little success with public health measures 
up to the present time that it seems wise to adopt a lenient view 
toward cases about which there is doubt of communicability. Put 
another way, the patient should receive the benefit of the doubt. 
For example, the Norwegian health authorities seem to have had 
success in the public health management of the disease. They have 
stressed the isolation of cases they regarded as communicable, rather 
than employ measures bringing all cases, regardless of clinical type, 
under isolation. 

Diagnosis—Diagnosis is of primary importance, since specialists in 
the medical treatment of leprosy believe it is important to bring cases 
under the influence of therapeutic agents as early as possible. Even in 
this light, however, a delay of a few weeks generally does not matter. 
It is better to examine a patient repeatedly than to make an erroneous 
decision on the basis of inadequate evidence. 

Ordinarily, in cases of any type that reach full development, the 
clinical diagnosis is easy. Difficult to diagnose are the cases in early 
stages, in which the signs and symptoms are obscure. The leproma- 
tous type is charcterized by infiltration of the skin with the formation 
of definite nodules or less localized lesions. On microscopic examina- 
tion this type almost invariably yields smear preparations containing 
acid-fast organisms. As this is the form regarded as most dangerous 
to others, it is fortunate that we have such a simple, relatively certain 
diagnostic test. The neural type, including the tuberculoid sub-type, 
usually must be diagnosed on clinical grounds—anesthesia, atrophy, 
and gross enlargement of nerve trunks—as these are the striking 
manifestations of the advanced neural form. In addition to signifi- 
cant skin findings, the tuberculoid sub-type requires the presence of a 
characteristic histo-pathologic picture; this form rarely shows the 
presence of acid-fast organisms. Since the tuberculoid sub-type is 
regarded as of good prognosis regardless of treatment and not likely to 
be transmitted, its recognition is not as important from a public health 
point of view. 

Something of the difficulty of diagnosing the neural type can be 
seen from the following case: A 70-year-old male, resident of a notorious 
leprosy focus, with symptoms that left doubt between syringo- 
myelia and leprosy appeared for diagnosis. An experienced clinician 
thought the former could be ruled out. The case was observed for 
several months by several physicians, highly skilled in the recognition 
of leprosy, who subscribed to the latter diagnosis. The man died of 
pneumonia. The spinal cord was submitted to two pathologists. 
They were unable to make a diagnosis but agreed that the lesions 
were not compatible with either syringo-myelia or leprosy. Perhaps 
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the spinal cord is not the most suitable material for the pathological 
diagnosis of leprosy. 

Nasal smears—There is a widespread impression that the detection 
of acid-fast bacilli in smear preparations from the nasal cavities is of 
great value in diagnosis. It is true that specimens from the area— 
if showing characteristic organisms—are valuable; but they are not 
likely to be present in early cases—a few isolated acid-fast bacilli 
having no relation to Hansen’s bacilli often are found in nasal smears. 
It seems that nasal smears are much less employed than formerly by 
experienced workers in this field. 

Tissue smears—When characteristic bacilli are present, the diagnosis 
is secure. Occasionally, however, organisms are found that require 
very careful appraisal before a decision can be made. A case has been 
noted in which a discharging sinus on a finger, probably from a syph- 
ilitic gumma, yielded acid-fast bacilli that were similar to those of 
leprosy and could be distinguished from those of leprosy only by com- 
paring them simultaneously under another microscope with authentic 
Hansen’s bacilli. The nature of the organism never was established 
and clinically the case was not leprosy. Ulcerating infiltrations or 
nodules yield characteristic organisms but ulcerating trophic lesions, 
of which perforating ulcer of the sole is the best example, do not yield 
leprosy organisms. 7 

Histopathology—Reports by competent pathologists have often 
confused.and misled me more than they aided. Unless acid-fast 
bacilli can be demonstrated in sections, about the best we can hope for 
is a report that the tissue is probably from a leprosy case. Several 
times I have received this report where leprosy could be excluded on 
clinical grounds. The most frequent error is to confuse sarcoid with 
leprosy. Probably most pathologists feel that leprosy and sarcoid 
cannot be distinguished by tissue architecture. In another case, a 
definite diagnosis of leprosy by a clinical pathologist was withdrawn 
when he failed to find acid-fast bacilli in the tissue—the case bore no 
resemblance to leprosy clinically. No satisfactory diagnosis ever was 
achieved. Tissue scrapings have been much more useful to me than 
biopsy preparations. In rare instances cases fail to show acid-fast 
organisms in skin scrapings but will show them in biopsy material 
together with suggestive pathologic structure. In these instances 
the pathologist can be of considerable help. 

Immunologic tests—These tests give little or no help. The Wasser- 
mann reaction and other serologic tests for syphilis often are positive 
in leprosy apparently without the coexistence of syphilis. Failure to 
recognize this fact on many occasions in my experience has led to 
erroneous diagnosis of syphilis when the patient had leprosy only. 
Patients with leprosy often give a positive tuberculin test but this has 





















1525 November 19, 1948 


not been confusing, possibly because interpretation of the significance 
of a positive tuberculin test in adults is fraught with uncertainty in any 
case. Preparations from leprosy tissue (Lepromin or Leprolin), 
properly prepared and sterilized when given into the skin, are said to 
be of value in prognosis but are generally considered of no value in 
diagnosis. While not an immunologic test, the intracutaneous 
injection of histamine is reported to be of value in distinguishing 
between neural leprosy and diseases of central nervous system origin. 
If the claims put forward for this test are well founded, it should be of 
value in distinguishing leprosy from syringo-myelia, since at times it is 
very difficult or impossible to differentiate between them. 

General considerations—If the patient under investigation never has 
been in an area in which leprosy is transmitted, the diagnosis is likely 
to be something else. The writer has seen two family groups of cases 
in which any of the individual cases would have passed as neural 
leprosy, and several were so diagnosed. Since the condition developed 
in parts of the country where leprosy was not found, however, and the 
cases were similar to one another in each family group, a diagnosis of 
leprosy was excluded. Epidemiologic factors may be of more wane 
tance in the diagnosis than purely clinical findings. 

Age—It is rare for leprosy to develop under the age of 10 and very 
rare under 5. Very recently, a diagnosis of leprosy was excluded 
tentatively because the patient was a child only a year old. While it 
is common for infections to be contracted in the early years of life, 
leprosy usually becomes clinically manifest in approximately the 
second decade, because of the long incubation or latent period. 

While the general considerations are not conclusive at times they 
are very helpful—especially if a long-range attempt at a diagnosis 
must be made. 

Epidemiology—It has become the fashion to ascribe all cases of 
leprosy to childhood infections though, as mentioned above, clinical 
indications may not be recognized until years later. This widespread 
acceptance of the view that infection generally is acquired in infancy 
appears to be well founded but I have seen too many cases in which the 
infection could only have been acquired in adult life to subscribe 
fully to the view of exclusive childhood infection. In areas where 
there is danger of transmission, great stress should be laid on the 
avoidance of the exposure ‘of children, especially to communicable 
cases. 

In the United States, leprosy spreads to an extent that makes it a 
public health problem, only in Florida, Louisiana, and Texas. In 
California, only about 23 cases have become infected within the 
State among a total of about 600 reported, the remainder having 
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been infected abroad—chiefly in Mexico, China, and in the Pacific 
Islands including Japan. 

Considering the great variation in spread in various parts of the 
country, very tentatively we might classify the different areas of 
transmission somewhat as follows: 


Very feebly communicable—New England where a single case has been 
reported; and the greater part of the remainder of the country. 

Feebly communicable—South Carolina and Georgia, where cases occur at 
intervals of several years. California and Minnesota, where more cases 
have occurred but the tendency is to disappear. 

Markedly communicable—Texas, where a considerable proportion of infec- 
tions are acquired in the State. 

Highly communicable—F lorida and Louisiana, where substantially all infec- 
tions are acquired within these States. 


Obviously, if what is presented above is sound, it no longer suffices 
to make a diagnosis of leprosy and commit the patient to a lepro- 
sarium. Cases might be considered from the public health point of 
view to fall into one of the following groups: 


No special consideration—non-communicable cases in areas where trans- 
mission is unlikely. 

Home isolation or general hospital—any cases in areas where transmission is 
unlikely. 

Special hospitals—communicable cases in areas where spread is likely to 
occur. 


Of course, the attitude of the general public must always be con- 
sidered; this attitude in the past has largely influenced the practice 
of health officers. We must educate the public in the realities of 
the problem. 
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INCIDENCE OF DISEASE 


No health department, State or local, can effectively prevent or control disease without 
knowledge of when, where, and under what conditions cases are occurring 


UNITED STATES 
REPORTS FROM STATES FOR WEEK ENDED OCTOBER 30, 1948 


A net decrease of 249 cases, or 23 percent, occurred in the reported 
incidence of poliomyelitis—from 1,079 cases last week to 830 currently, 
as compared with a decrease of 261 cases, or 27 percent (976 to 715), for 
the corresponding week in 1946. The corresponding 5-year (1943-47) 
median for the week is 489. A combined decrease of 223 cases was 
reported in 11 of the 18 States reporting currently 10 or more cases 
(from 745 to 522); one State, New York, reported 55 cases for each 
week, and 6 States (Indiana, Michigan, South Carolina, Texas, Utah, 
and Washington), none reporting more than 52 cases, showed a 
combined increase of 35 cases (115 to 150). The total for the year 
to date is 23,424, as compared with 22,377 for the same period in 
1946 and a 5-year median of 11,952. 

Of the total of 2,064 cases of influenza reported (last week 1,756, 
5-year median 1,549), 1,735 occurred in 3 States—Texas (1,205, last 
week 945), South Carolina (279, last week 252), and Virgiria (251, 
last week 267). For the corresponding week last year, 1,256 of the 
1,576 cases reported occurred in the same 3 States. Since July 31, 
approximately average date of seasonal low incidence, these States 
have reported 12,827 of the total of 15,306 cases, and for the same 
period in 1945 they reported 11,295 of the total of 14,074, the highest 
corresponding figure of the past 6 years. 

The current and cumulative figures since the average seasonal low 
date (September 1, 1948), for measles are, respectively, 1,789 and 
8,550, as compared with corresponding 5-year median figures of 1,190 
and 5,767. 

One case of Rocky Mountain spotted fever was reported for the 
week, in North Carolina. The cumulative figure to date is 507, as 
compared with 535 for the same period last year and a 5-year median 
of 451. 

A total of 9,116 deaths was recorded for the week in 93 large cities in 
the United States, as compared with 8,946 last week, 8,880 and 
8,616, respectively, for the corresponding weeks of 1947 and 1946, and 
a 3-year (1945-47) median of 8,880. The total for the year to date is 
403,826, as compared with 403,352 for the corresponding period last 
year. Infant deaths totaled 632, as compared with 699 last week 
and a 3-year median of 689. The cumulative figure is 29,267, as 
compared with 32,475 for the same period last year. 

(1527) 


















November 19, 1948 




















Ss, nie | 1% € I ether 
omass FE Seman Benne asc 
z 9 z PREC ‘RRR 
ar Q 0 freee eercne|eneeeeee|e-neee ee 
scteceagqtsticia ROBERT woensen serena 
et eee Tae | @ z pag ee S 
sskinchtesGitedsétnitcuntidastes s rnbaieas 
steuenvecd Locedseaniimaboeonion lccenesbet 
} | 
Lee Peed 19 1 ¢ See Sa 
I | 21 1 peaqeares 
I | 21 | I ae. = 
| | 
| | 
jcuncesuee 6z y lace nantielees 
él | 61 | € Mie CS : 
z | &&  eeyats i Xe ee 
eye 8 a. oe herd 
tI lz 9 marae eoneees 
G |G 
t I al deed 
LI F a 
| 
| 
= - 8 | rl tit ? bs = ~ 
6 I i slain 
; Lh 5 — 
nk I ‘ . : cen 
| fer 2 
8E si . 
| 
| p doAv] | 
s[bulUB yar proydAy . 
urs]: Buy -eied pure ye = , 
sviqey | -doou proyd IML [ibuls 
| -A\L | 





JvAd} 
qopaBog | 


UW 
A\WI0Y 














ene | Se 
62 
Ol 
LI 
ol 
- a Meena 
yf SR NTN 
€I z 
I | % 
| 8 | 1 
z iI 
1g g 
SEI p 
| 2 11 
/% 1% 
| | 
19 
| 2 lt 
| P81 9 
| | 
o te 
ra 1G 
4 Beet 
| ¢ pteaasene 
| 
———-|———- 
| [vo 
vluoul | “DOO08 
: | -ujueur 
-noug | ‘SHIBUI 
| WoW 








BZU0 
nyu] 














6 Wi 
Ya 
=e 


‘sm | 
-eydeo | 
“ug 


ei0q} 
-ydid 








BUI[OIBO WON 
BIUISILA 489A 





ndaaen ce sea BYSBIGON 
BIOXBC YIN 
“BJO¥BC, YON 


UJSUOOST MA 
v UBSIYOT A 


IVULNAD HLUON LSVA 


eruBA[Asuueg 
cia ator <> Aasiof MON 
yok MIN 





ynooeuu0g 
“"""“ puBs] spoyy 
“>= “syjasnyowsse J] 
mia sneiiieeiiebictctihec: 
alysduepy MON 
i hn 3 ule 








(Poaq1Odad 819M SSB OU BY} 9YBOTPUT SuepBo'T) 


‘0g 4290109 papua yoam s0f ssaaifjo yyway amg wo.sf sjs0das 


aspo a1ydnasaja JT, 





‘¢ Ysnoo Zurdooy ‘| BluouINeUd JVqO] 'g6 SAISBAY_Y =TTBMBFT JO A10411I0,], 
"[ SojsBayy :BySeLy 
“L SHOSNYORSsBpY ‘:SMOTT[OJ SB ‘ATayeredes 
pevi0des ‘pepnputl jou ‘suoroasu! B[JOUOMITTBS ‘Z BIUAOJI[VD {| UOFvIG {| OPBIOJ[OH ‘| SBXa, {[ BUBISTNO’']T ‘] BUIEGRTy ‘sMoOT[o] SB ‘A[oyeIBdas poqs0da ‘I9Aaj proyd4yered SUIPNpPUy p 
*7BOi4} 9108 01}dos PUB SUOTIaJUT [89I000jda1}s SB Pe}10dal sasBo ZuIpNpouy o 
“Apaarjoodses ‘A[UO BIYd[epepiyd PUB APD YIOX MON q 
‘AUPINIVY UY) Jol[{ve pepus Polleg »s 








November 19, 1948 















































































l | 
padeneunan 680 "2 Ly9'@ ee FLg ‘EI sosoesrre ea “--! Ogg L9L°¢ | 19S‘TE «|---| SD voeeeeere ees" """ Le-8v6l ‘UBIpayy 
Se C18 % 6S Z jee, | b6O'L ‘i piel ats 18% C69 ‘8 eee’st = |--~--"""] 1908 "Toa eeees==""" 490M MO] [BUOSBIS BOUIIG 
Z “WO | 0B “ABI | b “dog | I ‘Bny | 0 “aeyy | | $1 3dag | * “Ydeg | Te Arne | OL Arne | 
Revewwees (uwe) | (UaTT) [=| Cuage) | (puge) jm") (ua) foo") Cae) | (ange) | (uyos) =| (uyae)|-7-- "7 =" 7- = spua yaam Moy TeUOSvag 
oer CZ8 POL | 12%" 689 90€ | bLeSIT | 19h | C96 °IL = | -**| ST0'2 920 ‘ISS | 8oP'10Z | Zee a see Lb-€h61 ‘UBIPEyy 
| 208 | orz'z9 =| 20g | seinigats | L1Z‘'% | 600‘099 | SPL‘KST | 6Lr — foo ~-""syaoM gp ‘87BP 0} BAR 
| oce % l¢ | 26 O61 ‘T 6FS ‘T | al | — “""""""""" Lb-8h6T ‘UBIPOPT 
“| 96L'T if £0'T | 3¢ 608 ‘T 160 ‘% | ¢ —_— «ss ee ahr 2a 5 [BIOL 
} “| $9 £ | 88 } sees:  gitaadanes eddie ~BIUIOTTBO 
| $1 poet ene O8 a. + Ceeeeee 5 WEE svamboaa Aces 7 ov te: ie u0z010 
t@ z bg € Pe I Bee ee a ee eee UOUUIYSB MA 
| oldloVd 
R «: Sxbialecante eee paeeonesss Ciel Vii haeeniae pobpetin) Sieeethe ‘hei GAGE: ha ae eG namie AAR DESERTS ARS ORO $6 BPBAIN 
a ee ee S- z ae ees fo. ae 9 epheemeia ED tite. > © ese pete meine eGR 
a eee a z I alae Wisse —-- dll £ -—. fn 0% | EE) vacoaebiuse: S = (ERR eee eens eee Buozy 
iis ““-"! OL Zz cabetedle Cadac seis 61 I Zz I meh | eapmabimen A 
eds “a. I fere t er e genoioes: { 0% ait ae ve cokaaeunel teeciaabtaiab 
Peas ear eeee £ rt ee Ska ee secsp stent. |X I sere t I Se ee ee 
PEetany cs i ae ph ee I 6 speazes | iat nbehteh: Cath aERRGdAN ARR ie 
Eres" eas ices! tian: ae ra L I a £ aac a tasiilial, elidel Sere 
NIVLNOOK 
¥% gg SE, week ere LE eee f 001 z O1Z pee Pe eehaeteeteeseneeryeserernea SBXO,L, 
I etna htt betel 7 = Baebes £ . eres I a | eee RS tee aa sek ce) oe BuIOYe[AO 
iain eripamaaaiais ¥ cide: wiebersieees f ecoee pei — e Zz aegis. | einai) 
z 4% 9 > sen) a S, - Sear I $% I € o  Peeeaeeoon Se = of ere ee ee SBsuByly 
IVULNIO HLAOS ISHA 
ae ee “on I tami segesages ee ce ee 6 deci, Senin 
9 £ SRR 20> ae as: — £o tee z 9 ¥ &% — (seers SE ;bbe ceeding eae BuUIBqelLy 
ey ed L z reeds eka res i be I 9 SI miata De ee en ee ee 
Il RE ‘ete: cone eras — (eee £ ZI I 62 _ , rer - weet or eee eee Ayonjuey 
IVULNGO HLAOS LSVA 
£ | 6 & furor ae RS pakiaie s 1 I ZL b I St ‘aensaeaestesipitkione BPLOl., 
L 1% I eee eeeies —_ if. £ -— b b aaiainaited £% SE ner Pete eee BIdI004£ 
g ee 060 ter eaereengetoseeneeesr sere" ey Il oy T 8 612 z ze preees Teena ees is BUT[OIBD YINOg 
reese 1% 1€ | RE ark: 1g I 6% aa eel I ee eres a ee BUI[OIB) YON, 
@Qeeesoeseeee oy |----------|-------- “|i ne SS ee ae SSSeecsesieseorcosess] OF QT oaconsies | = ti, -  G © § 








November 19, 1948 1530 


PLAGUE INFECTION IN GRANT COUNTY, WASHINGTON 


Plague infection has been reported proved in a pool of 118 fleas 
from 55 short-tailed meadow mice, Lagurus curtatus, trapped October 
12 in Grant County, Washington, 7 miles northwest of Ephrata. 


DEATHS DURING WEEK ENDED OCT. 23, 1948 


tna the Weekly Mort: anata Index, issued ~ the National Office of Vital Slang 


| Week ended | Correspond- 
| October 23, ing week, 





1948 | 1947 

Data for 93 large cities of the United States: | | 

SS eae SE ee ee 8, 946 | 8, 675 

Median for 3 prior years- --- sing ake aac ad aces ian = 3 ae 

Total deaths, first 43 weeks of yei “eae - OPE oe SO | 394, 710 | 394, 472 

Deaths under 1 year of : ge asada ad ERS ARES SY 700 | 702 

EE LE eee eee 5 

Deaths under 1 year of age, first 43 weeks of ee 28, 636 | 31, 786 
Data from industrial insurance companies: 

I a hrieenilieai iat ae eran a tal | 70,837,748 67, 098, 002 

I oe cea esoes 12, 977 12, 034 

Death claims per 1,000 policies in force, annual rate Ba Se 9.6 9.4 


Death claims per 1 000 policies, first 43 weeks of year, annual rate___- 9.3 9.2 
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FOREIGN REPORTS 





CANADA 


Provinces—Communicable diseases—Week ended October 9, 1948.— 
During the week ended October 9, 1948, cases of certain communicable 
diseases were reported by the Dominion Bureau of Statistics of Canada 
as follows: 












































| | | | 

Prince | i New | | ;| Sas- | |British 
Disease Edward | et Bruns- _ ah mag katch- | =. Colum- | Total 

Island olla | wick ° | ewan | bia | 
ies ==. 

| 
II i wiccnteniabeininnons | 18 | See 26; 92 27| 36 64) 53/| 316 
See aaa 1 | 1 14 3 eae Raepaed) EST ratey 20 
Dysentery, bacillary.._..|..-..---- | Eanes, Sere |) aes SR RECS? EN) ZOOS 2 
ON 8” Ee Eee Re, Se Spee 9 ee SE si iwpanps Be cal l 
Ne ee SR ae 5 Rae 1 | 1 | 5 | 23 
ie _ t Gaaaek SEES 6 2 ae Cee 4 32 
| EEE epee 14 1 152 59 ll 12 7 5 261 
Senet, meningococ- | . 

STE SS, Ss aS a wae a a Sa 
Ss ea Scie cis | 2 1| 27 54 28 16 8 | 12} 148 
Poliomyelitis. _........--- Se ee: 1 1 20 8 f > eee .| 52 
Scarlet fever. --_....-.... Sie Sisicdan | 3 4 50 38 3 10 4 | 11 | 123 
Tuberculosis (all forms) __|_--__--_-| 4 14 64 24 18 32 58 41 255 

Typhoid and paratyphoid | | 
| hat celina eee pod ki cues seed 5 1} Saw EEA See eee 8 
Undulant fever. --.____-- art eS Sy DP tiustutwaloocessd 2 | =e 5 
Venereal diseases: 
Gonorrhea. _.......--| 6| 17 17| 128] 83| 28 17| 59 75| 430 
Syphilis...___- 2 | 6 13| 102 46 10 6 8 | 21| 214 
Whooping cough_-__-.___.|.----.--- 4 RS 76 7 2 5 | See 97 
FINLAND 


Notifiable diseases—August 1948.—During the month of August 
1948, cases of certain notifiable diseases were reported in Finland, as 
follows: 




















Disease Cases Disease | Cases 
—_— Po ee Ly 
Cerebrospinal meningitis... ........-- an 11 || Paratyphoid fever..................----- 95 
Se ee ct 2S = 13 
Et eee > ii Benreet tover..........-.....- SALES AOS 210 
ES RES: *. UC ES LTRS 209 
I i a 4 || Typhoid fever___..______-- Kodi : 29 
JAMAICA 


Notifiable diseases—5 weeks ended October 2, 1948.—During the 


- 


5 weeks ended October 2, 1948, cases of certain notifiable diseases 
(1531) 
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were reported in Kingston, Jamaica, and in the island outside of 
Kingston, as follows: 




















| aes | Other _| Other 
Disease | Kings: | jocali- || Disease | Kings: | jocali- 
| ties ] ¢ ties 
|| 

Cerebrospinal me enti ae 1 Re “a . 8 Gee 

rac eedn pcucon dine eaieied 1 | 7 | Puerperal sepsis -_-_- SS 
Pe ae 2 6 | Tuberculosis (pulmonary) awed 32 71 
Dysentery, unspecified ___-_-_-__-- > SSN: > | ors | 5 109 
7a 1 2 ‘| |. eS | [ er 














NETHERLANDS INDIES 


Poliomyelitis —An outbreak of poliomyelitis was reported in the 
Netherlands Indies on September 4, 1948, with 20 cases, 1 death, in 
Tandjong Pandan and other localities on Billiton Island. Up to the 
first of October a total of 47 cases with 4 deaths had been reported, 
stated to have occurred in all races, principally in children. 


REPORTS OF CHOLERA, PLAGUE, SMALLPOX, TYPHUS FEVER, AND 
YELLOW FEVER RECEIVED DURING THE CURRENT WEEK 


Note.—T he following reports include only items of unusual incidence or of special interest and the occur- 
rence of these diseases, except yellow fever, in localities which had not recently reported cases. All reports 


of yellow fever are published currently. 
A table showing the accumulated figures for these diseases for the year to date is mmmeaaen in the PusLic 


HEALTH Reports for the last Friday in each month. 


Cholera 


India.—-During the two weeks ended October 16, 1948, 401 cases 
of cholera with 67 deaths were reported in Madras, 98 cases, 37 
deaths, in Calcutta, 2 cases (imported) in Bombay, and 3 cases 
with 3 deaths (first cases) in Allahabad. 

Pakistan—Lahore.—During the two weeks ended October 9, 1948, 
54 cases of cholera with 7 deaths were reported in Lahore. 


Plague 


Ecuador.—During the period September 1-15, 1948, 7 cases of 
plague were reported in Ecuador, all in Loja Province, as follows: 
Celica Canton—Tablazon 1 case; Macara Canton—Gonzanama 2 
cases, Lamara 4 cases. 

India—Bombay.—Under date of October 29, 1948, 3 cases of 
plague (nonimported) were reported in Bombay. During the week 
ended October 9, 2 plague-infected rats were reported found in the 
city. 
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Union of South Africa.—During the week ended October 16, 1948, 
1 case of plague was reported in Nguka, Glen Gray District, Cape 
Province. 

Smallpox 

Colombia.—During the month of September 323 cases of smallpox 
with 5 deaths were reported in Colombia. 

French West Africa—Dahomey.—During the three weeks ended 
October 20, 1948, 50 cases of smallpox with 4 deaths were reported in 
Dahomey. 

British East Africa—Nysaland.—During the week ended October 
2, 1948, 4 cases of smallpox were reported in Lilongwe, and cases 
were reported in other localities as follows: Blantyre, 30 cases, 6 
deaths; Chickwawa, 3 cases, 1 death; Cholo, 14 cases, 4 deaths; 
Dedza, 3 cases, 3 deaths; Fort Johnson, 20 cases, 2 deaths; Liwonde, 8 
cases, 3 deaths; Ncheu, 7 cases; Port Herald, 2 cases. 


Typhus Fever 


China—Peiping.—During the period September 11-20, 1948, 1 
case of typhus fever was reported in Peiping. 

Colombia.—During the month of September 1948, 309 cases of 
typhus fever with 6 deaths were reported in Colombia. 

Ecuador.—During the period September 1-15, 1948, 4 cases of 
typhus fever (1 murine) were reported in Ecuador, of which 1 case 
(murine) occurred in Guayaquil. 

Greece.—During the week ended October 16, 1948, 31 cases of 
typhus fever were reported in Greece, in Departments as follows: 
20 cases in Pella and 11 in Salonique. 


Yellow Fever 


Venezuela.—On October 6, 1948, a fatal confirmed case of yellow 
fever was reported in Boatanamo, Tumeremo Canton, State of Boli- 
var. The locality was stated to be an endemic area of jungle yellow 
fever. 
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